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Recurring adventitial cyst in the left external iliac vein
N. Maldonado-Ferna´ndez*, C. Lopez-Espada, J. Moreno-Escobar, J. Martinez-Ga´mez,
A. Rodriguez-Morata and V. Garcı´a-Ro´spide
Angiology and Vascular Surgery Service, Virgen de las Nieves University Hospital, Avda. de las Fuerzas
Armadas 2, 18014 Granada, Spain
Background. Adventitial cystic disease of the veins affects the vessels of the lower limbs, and often appears in the femoral
region. The disease presents as swelling of the extremity of several months’ evolution. Phlebography shows extrinsic
compression of the vein without thrombosis. Simple resection of the cyst leads to better results than does transcutaneous
aspiration or drainage.
Clinical case. We describe a 56-year-old woman who presented with a swollen left leg. Phlebography showed extrinsic
compression of the external iliac vein by a 4 cm cystic mass. Surgical resection of the cyst was followed by recurrence in the
retroperitoneal abdominal cavity.
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Description of the case
A 56-year-old woman had a 3-month history of
swelling in her left leg. Deep vein thrombosis was
suspected based only on physical examination, with-
out duplex ultrasound confirmation and inappropri-
ate treatment with oral anticoagulants was started by a
general surgery service. Two months later the symp-
toms persisted and the patient was referred to her
reference hospital. At that time the patient reported
the sensation of an inguinal mass that had appeared
months before the swelling. Abdominal and gyneco-
logical Doppler ultrasound studies ruled out uterine
or ovarian disease but revealed a 4 cm cystic mass in
the left iliac fossa. Computed tomographic and
magnetic resonance imaging showed the mass to be
in intimate contact with the iliac vessels (Fig. 1). The
patient was referred to the angiology and vascular
surgery service.
Studies at the vascular surgery service were
completed with phlebography, which showed extrin-
sic compression of the smooth, regular outlines of the
left external iliac vein, with no signs of thrombosis,
and dilation of the vascular territory distal to the lesion
(Fig. 2). The findings with isotopic lymphography
were normal.
With a diagnosis of extrinsic compression of the left
external iliac vein due to a cystic mass, the patient was
scheduled for surgery to remove the cyst and decom-
press the venous system. We found an extrinsic mass
intimately adherent to the iliac vessels. Careful
exposure and dissection of the venous cyst at the
external iliac vein showed that the venous area
involved was small and that the evacuation of the
cyst contents and the wall restored the venous luminal
diameter and maintained an intact endothelium. A
small venous anterior wall portion was excised and
the vein was repaired by venoplasty (Figs. 3 and 4). No
connections were seen to neighbouring structures or
joints. The patient’s postoperative course was
uneventful and her swelling subsided. Pathological
examination revealed a cyst with a fibrous wall and no
endothelial lining, located beneath the adventitia
within the vascular wall.
Two months later the patient returned with a fever
and back pain. Abdominal Doppler ultrasound and
computed tomography examinations revealed a cystic
mass measuring 15 £ 12 £ 20 cm3 in the retroperito-
neum. Percutaneous puncture for drainage was
ineffective, and a second operation was needed. A
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retroperitoneal cystic mass was found that slightly
compressed the iliac vessels and contained a trabecu-
lated, gelatinous mucoid substance. Probably, the
spillage was the mechanism of recurrence. Pathologi-
cal findings were unspecific and similar to the original
one: a cystic formation with a fibrous wall and the
fluid analysis ruled out a lymphocele. Twelve months
later the patient was asymptomatic and a follow-up
computed tomography examination showed no recur-
rence of the cyst.
Discussion
The first cases of adventitial cystic disease were
described by Mentha in veins of the superficial
system1 and by Go´mez Ferrer et al. in vessels of the
deep venous system.1,2 Forty years after these reports,
only 20 known cases have been documented3–7 thus
experience with this lesion remains limited (Tables 1
and 2).
Since the earliest reports, authors have considered
this disease the equivalent in veins of adventitial cystic
disease of the arteries. Both entities share diverse
hypotheses regarding their etiology and pathogenesis;
theories based on lymph node involvement and
embryonic mechanisms—and especially combinations
of these factors—are currently favoured.8–10 Cysts in
both types of vessel also have in common their slow
growth and their tendency to recur after they are
drained by percutaneous puncture or even (occasion-
ally) after surgical removal. However, adventitial
Fig. 1. Computed tomography and magnetic resonance image showing displacement and compression of the left iliac
vessels.
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cystic disease of the arteries is more frequent in men, is
located predominantly in the popliteal artery, presents
clinically as intermittent claudication, and requires
arteriographic studies to confirm a suspected diag-
nosis. On the other hand, adventitial cystic disease of
the veins occurs with equal frequency in both sexes,
most often involves the common femoral vein, causes
swelling of the affected limb, and requires phlebo-
graphic findings to confirm the diagnosis.
Adventitial cystic disease of the veins has been
documented in 18 patients: 10 men with a mean age of
50 years (range 40–65 years) and eight women with a
mean age of 43 years (range 23–75 years). The clinical
manifestations are slow-appearing and insidious, and
affect a single limb; no cases of bilateral cysts have
been reported. Most cysts appeared in the lower limbs,
predominantly in the common femoral vein and the
external iliac vein.
The most characteristic clinical presentation is
gradually-appearing oedema in the lower limb,
hence the problem is sometimes confused with and
treated as deep vein thrombosis. The swelling may be
accompanied by a painless, non-pulsatile inguinal
mass of several months’ or years’ duration.1,11,12
Phlebography is often used to investigate this
lesion: the images characteristically show dilation
and ectasia of the venous system distal to the lesion,
with no signs of venous thrombosis. Proximal to the
lesion, a smoothly-outlined area of extrinsic com-
pression of the vein, sometimes called an hourglass or
scimitar imprint, can be seen.13 Doppler ultrasound
and computed tomographic images show a cystic
mass in intimate relation with blood vessels. In those
patients for whom isotopic lymphography has been
used, the findings have been normal.
The differential diagnosis should consider all
diseases that cause unilateral oedema of the limbs
because of intrinsic compression (e.g., arterial aneur-
ysm, tumour, inflammation of the lymph nodes,
synovial cyst or ectopic ganglion). The exact diagnosis
is based on clinical characteristics and complementary
Fig. 2. Phlebographic image showing extrinsic compression
of the left external iliac vein and dilation and ectasia of the
venous system distal to the lesion, with no signs of venous
thrombosis (scimitar sign).
Fig. 3. Intraoperative image showing an adventitial cyst in
intimate contact with the left iliac vein: evacuation of the
wall and cyst contents restored the venous luminal diameter
and showed a smaller lesion that it was initially suspected.
Fig. 4. Recurrent encapsulated cyst filled up with a viscid,
gel-like material.
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explorations. However, the clinical features and
phlebographic findings are most similar for synovial
cyst of the neighbouring joints, and the definitive
diagnosis can only be determined during surgery.
Pathological findings reveal an intramural, sub-
adventitial cyst in the vascular wall cysts. In almost
one-third of all cases the cyst was lined with a
single layer of cells with mesothelial-like features,
and the contents of the cyst were rich in mucopo-
lysaccharides. The contents have been variously
described as a clear, dense, yellowish gel or syrup-
like fluid.2,14–17
Treatment is based on two approaches: percuta-
neous puncture and surgical resection. When deep
veins were involved, puncture and drainage were
done in three cases, and were followed by recurrence
in two patients; surgical resection, used in 12 patients,
was followed by recurrence in only three patients. It
therefore appears that complete surgical resection of
the lesion and restoration of vascular continuity, as
appropriate depending on the nature of the cyst and
its surroundings, are most likely to avoid recurrence.
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Table 1. Documented cases of cystic adventitial disease in veins
Author and year Sex and age Location Clinical features Treatment Course
Mentha, Switzerland 1963 Woman, 30 years Left small saphenous vein Mass Drainage Recurrence
Multiple cysts Ankle Resection
Go´mez Ferrer, Spain 1966 Man, 43 years Right common femoral vein Swelling Resection
Multiple cysts Inguinal mass
Lavarde, France 1972 Man, 43 years Right popliteal vein Pain Resection
Multiple cysts Calf
Leu et al., Switzerland 1977 Woman, 29 years Wrist vein Drainage
Single cyst
Matsubara et al., Japan 1978 Man, 57 years Left external iliac vein Swelling Resection
Multiple cysts
Chakfe´ et al., France 1979 Man, 57 years Right external iliac vein Swelling Resection
Single cyst
Frileux et al., France 1979 Woman, 40 years Right external iliac vein Swelling Resection
Single cyst Swelling Resection
Fyfe et al., United Kingdom 1980 Man, 42 years Right common femoral vein Inguinal mass Resection Recurrence
Multiple cysts
Annets and Graham, Australia 1980 Woman, 23 years Left common femoral vein Inguinal mass Drainage Recurrence
Single cyst Swelling Resection
Matsubara et al., Japan 1982 Man, 48 years Left common femoral vein Swelling Resection
Multiple cysts
Ohta et al., Japan 1984 Man, 48 years Right external iliac vein and
common femoral vein
Swelling Resection
Multiple cysts Inguinal mass




O’Neill et al., United Kingdom 1987 Man, 61 years Right common femoral vein Swelling Resection
Single cyst Inguinal mass
Lie et al., USA 1991 Man, 40 years Right small saphenous vein Mass Drainage Recurrence
Single cyst Ankle Resection
Paty et al., USA 1992 Man, 65 years Left common femoral vein Swelling Drainage Recurrence
Single cyst Resection
Desjardins et al., France 1997 Woman, 32 years Left common femoral vein Swelling Resection Recurrence
Single cyst Resection
Yoshii et al., Japan 1998 Woman, 75 years Right great saphenous vein Mass Drainage Recurrence
Single cyst Resection
Maldonado et al., Spain 2001 Woman, 56 years Left external iliac vein Swelling Resection Recurrence
Single cyst Inguinal mass Resection
Table 2. Most frequent location of documented cases of cystic
adventitial disease in veins
Location Number of cases Percentage
Common femoral vein 7 39
External iliac vein 4 22.2
Common femoral vein and external
iliac vein
2 11.1
Popliteal vein 1 5.5
Small saphenous vein 2 11.1
Great saphenous vein 1 5.5
Wrist vein 1 5.5
Recurring Adventitial Cyst in the Left External Iliac Vein 13
EJVES Extra, 2004
References
1 Mentha C. La de´ge´ne´rescence mucoı¨de des veines. Presse Me´d
1963; 46:2205–2206.
2 Go´mez Ferrer F. Cystic degeneration of the wall of the femoral
vein. J Cardiovasc Surg 1966; 7:162–165.
3 O’Neill JS, Drury RAB, Bliss BP. Cystic myxomatous degener-
ation of the femoral vein. Eur J Vasc Surg 1987; 1:359–361.
4 Chakfe´ N, Beaufigeau M, Geny B, Suret-Canale MA, Vix J,
Groos N et al. Les localisations extrapoplite´es des kystes
adventitiels. Revue de la litte´rature. Journal des Maladies
Vasculares 1997; 22:79–85.
5 Frileux CI, Le Baleur A, Uzan E. Obstruction of the iliac vein by
mucoid cyst: successful result of surgical excision. J Cardiovasc
Surg 1979; 20:517–518.
6 Fyfe NCM, Silcocks PB, Browse NC. Cystic mucoid degener-
ation in the wall of the femoral vein. J Cardiovasc Surg 1980; 21:
703–706.
7 Annetts DL, Graham R. Cystic degeneration of the femoral
vein: a case report. Br J Surg 1980; 67:287–288.
8 Leu HJ, Largiader J, Odermatt B. Pathogenesis of the so-called
cystic adventitial degeneration of peripheral blood vessels.
Virchows Arch A 1984; 404:289–300.
9 Levien LJ, Benn CA. Adventitial cystic disease: a unifying
hypothesis. J Vasc Surg 1998; 28:193.
10 Vanhoenacker FM, Vandevenne JE, De Schepper AM, De
Leersnijder J. Regarding adventitial cystic disease: a unifying
hypothesis. J Vasc Surg 2000;621–622.
11 Yoshii S, Ikeda K, Murakami H. Cystic, myxomatous adventitial
degeneration of a saphenous vein. J Vasc Surg 1998; 27:780–782.
12 Lie JT, Jensen PL, Smith RE. Adventitial cystic disease of the
lesser saphenous vein. Arch Pathol Lab Med 1991; 115:946–948.
13 Ohta T, Hirai M, Matsubara J, Shionoya S, Iwata H et al.
Cystic adventitial degeneration of the iliofemoral artery and vein.
Vasc Surg 1984; 18:119–126.
14 Paty PSK, Kaufman JL, Koslow AR, Chang BB, Leather RP,
Shah DM. Adventitial cystic disease of the femoral vein: a case
report and review of the literature. J Vasc Surg 1992; 15:214–217.
15 Desjardins JF, Turlin B, Kerdiles Y, Ledu J, Cle´ment B. Cystic
degeneration of the femoral vein. Lancet 1997; 349:1000.
16 Lavarde G. De´ge´ne´rescence colloı¨de adventicielle de la veine
poplite´e. J Chir 1972; 103:31–34.
17 Matsubara J, Ban I, Nakata Y, Hirai M, Miyazadi H, Kawai S
et al. Zystische adventitia-degeneration der vena iliaca externa.
VASA 1978; 7:443–446.
Accepted 25 May 2004
N. Maldonado-Ferna´ndez et al.14
EJVES Extra, 2004
